A case is reported of adenocarcinoma of the ileum in a 12-year-old girl, which was diagnosed histologically after surgical removal of a benign looking stricture; metastases in the mesenteric lymph nodes were removed at a second operation. Five years later the patient is without clinical evidence of recurrence. This is the youngest case reported of adenocarcinoma of the ileum and demonstrates the difficulty in reaching a diagnosis.
A case is reported of adenocarcinoma of the ileum in a 12-year-old girl, which was diagnosed histologically after surgical removal of a benign looking stricture; metastases in the mesenteric lymph nodes were removed at a second operation. Five years later the patient is without clinical evidence of recurrence. This is the youngest case reported of adenocarcinoma of the ileum and demonstrates the difficulty in reaching a diagnosis.
Case report A 12-year-old girl presented with a five-week history of intermittent, vague, colicky pain in the mid and lower abdomen. She had vomited several times, but there was no change of bowel habit.
The patient was well nourished and apyrexial. Abdominal and rectal examination were unremarkable and the bowel sounds were normal. Her haemoglobin concentration and white cell count were also normal and her erythrocyte sedimentation rate was 18 mm in the first hour. Faecal occult blood test was negative.
During the following two weeks vomiting became more frequent, and faecal occult blood tests positive. A laparoscopic examination revealed no cause for her symptoms and a barium meal and follow-through were normal.
Pain and vomiting persisted and during the next two weeks the patient developed a tender mass in the right iliac fossa. At laparotomy, a benign-looking stricture was found 25 cm from the ileocaecal valve which was resected along with 11 cm of bowel. Enlarged mesenteric glands were noted but a frozen section was not done as malignancy was not suspected. The patient made an uneventful recovery.
Histology revealed that the stricture was due to a well differentiated adenocarcinoma, which was invading the muscle and serosal coats. Further investigations were then carried out to discover the extent of the disease. Haemoglobin, white cell count, liver function tests, chest X-rays, hepatic and skeletal scintiscans, and abdominal CAT scan were all normal.
A further laparotomy was carried out in view of the previous finding of enlarged nodes. A loop of small bowel was found to be adherent to a metastatic node near the root of the mesentery. 'Accepted 2 April 1984. Reprints not available 0141-0768/84/080693-02/$01.00/0 There were other enlarged paracolic nodes. There was no free fluid, nor evidence of peritoneal or liver metastases. A right hemicolectomy was performed and 36 cm of small bowel, including the previous anastomsis, were resected with mesentery down to the origin of the superior mesenteric artery. Histology indicated that 2 out of 14 lymph nodes removed contained adenocarcinoma.
Four years postoperatively, complaints of persistent, dull, low, back pain led to a thorough investigation to exclude metastases. The patient's general health was excellent. Physical examination was normal. Full blood count, liver function tests, repeat barium meal and follow-through, abdominal CAT scan, X-rays of the lumbar spine and pelvis, myelogram and skeletal scintigrams were also normal.
The patient remains clinically free of tumour at five years.
Discussion
Primary malignant tumours of the small intestine, excluding periampullary tumours which usually present with jaundice, represent less than 2% of all malignant tumours of the gastrointestinal tract. The average age of onset is in the midfifties, and it is extremely rare for the tumour to occur under the age of 20 years (Treadwell & White 1975 , Goel et al. 1976 . A search of the literature over the previous 25 years revealed detailed case reports of two patients under the age of 20 years with an adenocarcinomaan 18year-old male with a jejunal lesion (Voegele & Moncreif 1975) and a boy aged 11 years with malignant change in a villous adenoma of the duodenum (Hinder et al. 1980) . Incomplete details of a further 2 patients with adenocarcinoma were found as part of a larger series (Southam 1963 , Hampole et al. 1966 . Other reports on malignancy of the small intestine indicate the existence of patients under the age of 20, but give no details (Treadwell & White 1975 , Goel et al. 1976 , Hancock 1970 , Miles et al. 1979 ).
Our patient had many similar features to the presentation of small bowel malignancy in adults, in whom adenocarcinoma occurs in approximately half. In published series the commonest sites of occurrence were the duodenum followed by the jejunum, and the average duration of symptoms before diagnosis was six months (Treadwell & White 1975 , Goel et al. 1976 ). Weight loss, pain, vomiting and frank or occult faecal blood were the commonest presenting features (Goel et al. 1976 , Hancock 1970 , Miles et al. 1979 ) but obstruction occurred in up to 19% (Goel et al. 1976 ). Anaemia was present in 41 % and an abdominal mass was found in up to 30%. A preoperative diagnosis was often not made but barium studies were the most useful investigation in identifying a lesion (Goel et al. 1976 , Miles et al. 1979 . The prognosis was usually poor. The five-year survival rate for all primary small bowel malignancies was between 19% and 30%, and for adenocarcinoma was 16% (Goel et al. 1976 al. 1975 , Atkins & Haponik 1979 , Varma et al. 1979 , Sullivan-Bolyai & Corey 1981 . We report this case as a reminder that Reye's syndrome occurs in adults, since appropriate treatment of the cerebral oedema may be life-saving.
Case report
A 32-year-old woman was admitted in coma after a seven-day prodromal illness consisting of general malaise and headache followed by nausea and vomiting. She had had an upper respiratory tract infection one month before and in the past had suffered from depression and other psychiatric symptoms. The drug history (initially obtained from the patient's husband, but confirmed by the patient when she regained consciousness) revealed that the only regular medication was glutethimide 500 mg at night; Lobak (chlormezanone and paracetamol) was taken as required for back pain. There was no history of salicylate or alcohol ingestion and overdose was denied. Two years previously she had been investigated for the insidious development of paralysis and anaesthesia of her right leg and a tentative diagnosis of multiple sclerosis had been made.
On examination the patient was unconscious, responding to but not localizing pain. There were no localizing neurological signs. The liver was enlarged to 8 cm below the costal margin but there was no jaundice or any other specific findings to indicate liver disease.
Investigations initially showed severe acidosis (arterial pH 6.96, total bicarbonate 4 mmol/l) and profound hypoglycaemia (plasma glucose < 0.5 mmol/l), correction of the latter having no effect on the clinical state. Further investigations revealed lactic acidosis (lactate 30.8 mmol/l), hyperamylasaemia (amylase 3050 U/1, normal 70-300), abnormal liver function tests (aspartate transaminase > 200 iu/1, alkaline phosphatase 134 iu/1, gammaglutamyl transferase > 675 iu/l, bilirubin 38 pmol/l), disturbed coagulation (prothrombin time 140 seconds) and recurrent hypoglycaemia. Renal function was deteriorating, the serum creatinine rising from 133 pmol/l on admission to 191 pmol/l after 12 hours and 233 pmol/l after 22 hours. Urine and serum toxicology screens (including ethyl and methyl alcohols, ethylene glycol, salicylates and paracetamol) were negative. The serum glutethimide concentration on admission was 2.0 mg/l (therapeutic range up to 10 mg/1). Viral studies were not performed.
Twelve hours later the patient regained consciousness but she subsequently collapsed with signs of an acute abdomen and circulatory failure. Despite further intensive resuscitation she lapsed into cardiorespiratory failure and died; treatment aimed specifically at reducing cerebral oedema had not been attempted.
Post-mortem examination showed marked yellow discolouration of the viscera, especially the liver and heart. There were generalized petechial haemorrhages and evidence of bleeding from 'Accepted 2 April 1984 2Present address: Southmead Hospital, Bristol
